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T
he contemporary public health 
effort sees much debate about 
the concepts of “evidence” 
and “the evidence base”, and the 
usefulness and relevance of such terms 
to both policymaking and practice. 
A key challenge to public health is to 
better contextualize evidence for more 
effective policymaking and practice. 
Theory on the translation of research 
ﬁ  ndings into policy and practice, and 
on knowledge utilization, offers only 
part of the solution to this complex 
task. The policymaking context is 
highly political and rapidly changing, 
and depends on a variety of factors, 
inputs, and relationships. 
In this article, we propose that an 
“evidence-informed policy and practice 
pathway” can help both researchers 
and policy actors navigate the use of 
evidence (Figure 1). The pathway 
illustrates different types of evidence 
and their uses in health policymaking, 
and proposes that speciﬁ  c capacities, 
such as an individual’s skills, 
experience, and participation in 
networks, inﬂ  uence the adoption and 
adaptation of evidence in practice. 
The pathway to “evidence-informed” 
policy and practice involves three active 
stages of progression, inﬂ  uenced by 
the policy context. The three stages are 
(1) sourcing the evidence, (2) using 
the evidence, and (3) implementing 
the evidence. The pathway also 
involves decision-making factors 
and a process which we have termed 
“adopt, adapt, and act”. Once adopted, 
evidence about implementation is 
usually adapted or changed before 
use in the policy context. Policy actors 
and practitioners rightfully need to 
understand and decide how best this 
evidence should be acted upon in 
each circumstance. Each stage in this 
pathway is underpinned by a variety of 
individual-, organizational-, and system-
level values. 
To formulate the evidence-informed 
policy and practice pathway presented 
in this paper, we reviewed relevant 
literature from health, public policy, 
and the social sciences. 
Diffusion of Innovations: 
An Underlying Theory
Fundamental to the transfer of 
evidence into policy and practice is 
diffusion, the process by which an 
innovation is communicated over time 
among members of a social system 
(classical diffusion) [1]. In this paper 
we consider innovation to be the policy 
idea. Studies of innovation in health-
care organizations by Lennarson Greer 
[2] proposed that diffusion theory 
helps us understand the following: (1) 
how individuals within an organization 
receive, adopt, and adapt evidence; 
(2) the organizational factors that 
constrain or facilitate the adoption or 
implementation of the evidence; and 
(3) the interests and values at play 
within organizations that inﬂ  uence 
responses to the evidence/policy issue.
The success of diffusion of evidence 
into policy and practice rests largely 
with the characteristics at play at each 
stage of the adoption process [3,4]. 
Information passes through an “adopt, 
adapt, and act” cycle. Characteristics of 
the individuals involved, the innovation 
itself, and the organizations in which 
they are considered affect decisions 
made about evidence in terms of the 
perceived value, priority given, and 
seriousness of response. 
The extent to which individual-, 
organizational-, and system-level values 
inﬂ  uence a decision to accept or reject 
the policy-related evidence is largely 
unexplored in the literature [5]. For 
example, the importance of values as a 
factor that inﬂ  uences the lack of action 
on health inequity has been poorly 
researched. 
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Stage 1: Sourcing the Evidence
Evidence-informed policymaking 
sees the use of different types of 
information in a variety of forms and 
from a variety of sources, reﬂ  ective 
of, and responsive to, the policy and 
practice context. Types of evidence 
that inform the policy process can 
be grouped as research, knowledge/
information, ideas/interests, 
politics, and economics (see Table 
1) [6]. Evidence is usually sought 
to show effectiveness (“it works”), 
show the need for policy action (“it 
solves a problem”), guide effective 
implementation (“it can be done”), and 
show cost effectiveness (“it is feasible 
and may even save money”).
The term evidence-based policy is 
used in the literature, yet largely relates 
to only one type of evidence—research. 
Using the term “evidence-inﬂ  uenced” 
or “evidence-informed” reﬂ  ects the 
need to be context sensitive and 
consider use of the best available 
evidence when dealing with everyday 
circumstances [7–9]. A variety of 
distinct pieces of evidence and sources 
of knowledge inform policy, such 
as histories and experience, beliefs, 
values, competency/skills, legislation, 
politics and politicians, protocols, 
and research results [10,11]. Policy 
analysis theory proposes that evidence 
is information (information is data 
that has meaning) “that affects existing 
beliefs of important people about 
signiﬁ  cant features of the problem 
under study and how it might be 
solved or mitigated” [12]. A case study 
of applying evidence to policy and 
practice in the real world is described 
in Box 1.
The way in which research evidence 
is combined with other forms of 
information is key to understanding the 
meaning and use of evidence in policy 
development and practice. Current 
literature on evidence-based health 
care is often limited by inadequate 
attention to context [4,13,14]. A major 
challenge to contextualizing evidence 
for policymaking is recognition that a 
broad information base is required [4].
The Policy Context
Considering the evidence within 
the context in which it will be used 
is critical for effective policymaking 
and practice. The context is the 
environment or setting in which 
the policy is being developed and 
implemented [15], incorporating 
the historic, cultural, health services, 
system, and resource contexts. The 
social and political context and the 
many forces at work in the policy 
environment provide challenges to 
integrating evidence into policy and 
practice. Researchers often do not 
see or recognize these factors. The 
political, ideological, and economic 
factors inﬂ  uencing policy development 
and decision-making often gain 
strength at the expense of the research 
evidence; a recent example is the 
political commitment in Australia 
to establish a range of new medical 
schools rather than enable existing 
schools to train more people, which 
would likely be far more cost-effective. 
The ways in which the evidence 
is used in the policy process are 
largely determined by the beliefs and 
values of policymakers, as well as by 
considerations of timing, economic 
costs, and politics [2,18–22]. The 
development of both the Black report 
[16] and the Independent Inquiry into 
Inequalities in Health Report in England 
[17] are illustrative. The Black report 
was dismissed by the Conservative 
government of the time despite 
extensive evidence on inequality. 
Almost 20 years later the Independent 
Inquiry into Inequalities in Health Report 
and subsequent policy actions were 
largely driven by government. How and 
when evidence is used often depends 
July 2005  |  Volume 2  |  Issue 7  |  e166
Box 1. Case Study of Applying Evidence to Policy and Practice 
in the Real World
The Kings Fund recently reviewed investments by the United Kingdom government 
into major social programmes. The Fund’s report, called Finding Out What Works, asks to 
what extent these programmes are evidence based, what is being done to ﬁ  nd out if 
they work, and whether the evaluations are helping to inform policy and practice in the 
future [54].  
The report concludes that programmes like Sure Start (a government programme 
involving early interventions to improve children’s social and educational welfare; see 
http://www.surestart.gov.uk) are largely driven by “informed guesswork, expert hunches, 
political and other imperatives” .
In this case, the application of evidence to policymaking was hindered by a lack of 
good-quality, synthesized evidence, capacity to apply the evidence, and organizational 
support and resources to make evidence-based decisions. 
A real conﬂ  ict exists between local control of decision-making and the idea of 
evidence-informed decision-making and evidence-based policy and practice.  The 
report’s authors state that “decisions are guided by common sense and experience 
rather than the formal evidence base” .
Table 1. Types of Evidence and How They Are Used in Policy Making
Types of Evidence Information and Inﬂ  uence on  Decision-Making
Research Empirical evidence from randomized control trials and other trials
Analytic studies such as cohort or case control studies
Time series analyses
Observations, experiences, and case reports 
Qualitative studies
Before and after studies
Knowledge and information Results of consultation processes with networks/groups 
Internet 
Published documents/reports (including policy evaluations and statistical 
analyses)
Ideas and interests Opinion and view—“expert knowledge” of individuals, groups, networks 
(shaped by past personal and professional experiences, beliefs, values, skills)
Politics Information relevant to the agenda of government
Political risk assessment and saleability
Opportunity 
Crises
Economics Finance and resource implications 
Cost effectiveness or other forms of economic evaluation 
Opportunity cost
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upon the political agenda and ideology 
of the government of the day, not on 
the nature of the evidence, however 
compelling [20,23].
Policy networks provide a useful 
lens through which to analyze the 
context of policymaking and research 
utilization. A policy network focuses 
on the relationships that shape the 
policy agenda and decision-making 
process. Networks can shape the way 
policy is formulated, and in particular 
the way in which evidence is gathered 
and presented in policy formulation 
[24,25]. Epistemic communities are 
formal and informal groups of technical 
“experts” who purvey information 
and share ideas about research data, 
knowledge, and experience. These 
communities gather, synthesize, and 
disseminate information about a policy 
issue, as well as advocate for knowledge 
transfer across social systems and 
government [26,27]. 
Factors in Decision-Making
The usefulness of the innovation. 
Decisions about the usefulness of an 
innovation itself are often based on 
relative advantage (is the innovation 
better than previous approach?); 
complexity (is the innovation 
understandable?); compatibility with 
values and past experiences; and cost 
and ﬂ  exibility, reversibility, trialability, 
and revisability (is there opportunity 
to trial and change?) [1,2,28–30]. 
Potential adopters who see the 
innovation as compatible with their 
values and those of their organizations 
are more likely to adopt than those 
who do not [3]. The literature also 
suggests that organizations that are 
close to each other—geographically 
or in communication—will adopt 
innovations because of the “bandwagon 
effect” [3,31].
The rapid diffusion of new hospital 
equipment [32] versus the slow 
diffusion of ideas on sudden infant 
death syndrome [33] or policy to tackle 
health inequalities in health services 
[34] provide examples of how different 
ideas and forms of knowledge on 
different issues can result in different 
diffusion efforts and successes. 
The inﬂ  uence of the individual. 
Individuals are key participants in 
decisions about use of evidence 
throughout the policy and practice 
pathway, as it is individuals who 
decide whether to accept or reject 
something new. Individual decisions 
are inﬂ  uenced by a variety of personal 
qualities and capacities such as values 
and beliefs, leadership, knowledge 
and skills, resources, organizational 
support, partnership links, and 
networking. Additionally, individuals 
are inﬂ  uenced by the perceived 
beneﬁ  t of change, and, once again, 
by the complexity of the innovation 
itself. Individuals often avoid change, 
reinforcing organizational inertia [32]. 
Classical diffusion theory identiﬁ  es 
and categorizes adopters. Early 
adopters are deﬁ  ned as venturesome 
innovators, active seekers of new ideas, 
favourable to change, willing to take 
risks, part of a highly interconnected 
social system and networks, and 
cosmopolitan [2,3]. The early adopters 
are deliberate, the late majority 
sceptical, and the belated adopters 
traditional [1]. Late adopters are often 
inﬂ  uenced most strongly by local 
experience and interpersonal contact. 
Greenhalgh and colleagues [35] 
advocate that diffusion is inﬂ  uenced 
more by broader organizational and 
environmental factors and less by an 
individual’s adoption style [35].
The inﬂ  uence of the organization. 
In health systems, groups of 
individuals, the structure of the 
Box 2. Policymaking Models 
and the Use of Research 
Evidence
The Knowledge-Driven Model: This 
model suggests that emergent research 
about a social problem will lead to direct 
application to policy; it relies on effective 
strategies for the transfer of research 
evidence into practice.
The Problem-Solving Model: This model 
expects research to provide empirical 
evidence and conclusions that help 
solve a policy problem; it assumes that 
evidence is systematically gathered and 
applied in the policy process.
The Interactive Model: This model 
suggests that the search for knowledge 
moves beyond research to include a 
variety of sources such as politics and 
interests; it aims to reﬂ  ect the complexity 
of the policymaking process.
The Political Model: In this model, 
decision-makers are not receptive 
to research unless it serves political 
gain, that is, demonstrates proof for a 
predetermined decision; evidence is 
sought to justify the problem.
The Enlightenment Model: This model 
suggests that cumulative research shapes 
concepts and perspectives that permeate 
the policy process over time, inﬂ  uencing 
how people think about social issues. 
The Tactical Model: This model sees 
evidence used to support and justify 
government inaction, or rejection of and 
delay in commitment to a policy issue 
[23,45].
Table 2. Stages of Research Utilization
Stage of Research 
Utilisation
What Happens Inﬂ  uencing Factors
Introduction The problem is framed; a variety 
of questions are raised; feasibility 
and implementation issues are 
discussed.
The extent of dissemination transfer; the nature 
of diffusion and transmission activities (which 
affect what evidence is introduced); the link 
between research and practitioner/policymaking 
communities.
Interpretation The research evidence is 
synthesized and evaluated, 
and assessed to support/
justify a decision on quality, 
generalizability, recognition, 
appreciation, determination 
of relevance, appropriateness, 
applicability, acceptability, and 
utility. 
Participant inter-relationships; personal conﬂ  icts of 
interest; receptivity, cognitive, and scientiﬁ  c skills; 
existing beliefs, intuitions, and assumptions.
Application Collective sources of evidence 
are weighted, prioritized, and/or 
transformed.
Capacity constraints (system level); political 
“saleability”; economic feasibility; ideological 
compatibility; prioritization of evidence; perceived 
legitimacy; anticipated disruptiveness and 
displacement; levels of trust; associated prestige; 
cost of application and implementation.
DOI: 10.1371/journal.pmed.0020166.t002
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organization they are a part of, and 
the broader policy context inﬂ  uence 
decision-making and the diffusion 
of ideas [32]. An organization’s 
structure, function, composition, 
and socioeconomic context are 
primary inﬂ  uences on both what 
decisions are made and how they 
are made [2,32,36]. As an example, 
centralization or formalization of 
decision-making processes can affect 
adoption, affecting information ﬂ  ow. 
Organizational composition, the 
nature of staff, and the degree of 
skills and training can have a direct 
relationship to acceptance and change 
[36]. 
The extent to which change, new 
concepts, and new ideas are valued 
by management and leadership 
ﬁ  gures inﬂ  uences rates of adoption 
and adaptation [2,36]. Dealing with 
and accepting change, such as using 
research evidence in practice, calls 
for application of change theory, 
which proposes ideas, adoption, 
and implementation stages [2]. The 
ideas stage calls for ﬂ  exibility and 
creativity, the adoption stage focuses 
on motivation, resource allocation, and 
negotiation, and the implementation 
stage is based on perceptions of 
legitimacy and an environment of trust 
[2,30,37,38].
Stage 2: Using Evidence 
in Policymaking
A number of studies have considered 
the social and political environment 
in which evidence is used in 
policymaking, offering a series 
of models starting with problem 
identiﬁ  cation through to collaborative 
interpretation, solution, and 
application [39–41]. Staged models, 
whilst insightful, can suggest that 
policymaking is a logical, rational, 
and linear process. It is difﬁ  cult for 
evidence to remain intact through 
the process given the policy context, 
decision-making factors, and the 
need to adapt. This indicates two 
things, that the evidence interacts with 
“context” before it is fully adopted 
in policy and practice, and/or that 
different types of evidence are useful 
at different times in the policy process.
The literature identiﬁ  es at least three 
key stages of knowledge utilization: 
introduction, interpretation, and 
application [39–42]. Table 2 suggests 
a variety of considerations as research 
evidence passes through three stages of 
use, sourced from the work of Dobrow 
and colleagues [40].
Effective knowledge transfer is 
not a “one off” event, rather it is a 
powerful and continuous process in 
which knowledge accumulates and 
inﬂ  uences thinking over time [43]. 
The ability to sustain this process 
and a focus on human interactions 
is essential [43,44]. Differences in 
conceptual understanding, scientiﬁ  c 
uncertainty, timing, and confusion 
inﬂ  uence the response to evidence. 
Table 3. Capacities Required for Policy Adoption and Adaptation
Level Category Capacity
Individual level Leadership Supportive personal qualities—visions, values, beliefs, 
history
Commitment
Knowledge and skills Competency in analysis of information
  Assessment and adaptation of skills to local context 
  Learning and development mechanisms (reﬂ  ection, 
practice, review)
Procedural knowledge
Resources Human, ﬁ  nancial, knowledge, administration, skills
Organizational  Clear guidelines/policy directives 
Participation in strategic planning processes
Partnerships Part of professional and community networks, groups, or 
a grapevine
  Interest, epistemic community, interagency, professional/
peer
 Project  based
Organizational level Policy, processes, and 
procedures
Supportive workplace and organizational values, culture, 
and ethics
  Recognition in recruitment, retention, and planning 
strategies
  Links to champions, resources
  Management support for policy action
 Identiﬁ  ed strategy/policy/statement
 Planning  processes
 Accessible,  efﬁ  cient systems to support work, e.g., 
documentation and reporting, communication, 
information,  decision-making
Partnerships Support for and participation in key internal and external 
groups, networks, communities, and partnerships, e.g., 
interest, epistemic community, interagency 
Resource allocation Technology to support work
  Skilled and competent workforce
Research evidence and knowledge available
Leadership Critical mass (researchers, practitioners) and incentives
  Organizational and cultural norms: support for innovation, 
valuation of issue/action, leadership for action, 
management of change
Active primary innovator, knowledge broker
Knowledge and skills Workforce development opportunities 
  Appraisal of skills, work recognized
System level Politics Political arguments/will/commitment
  Interest groups/pressure group activity/public opinion
  Stated strategic directions and agenda of the system
 Decision-making  processes
  Policy networks—mutual exchange, joint creation of 
knowledge
 Advocacy
Economics Funding, “slack resources” available
  Evidence of cost effectiveness
Ideology Epistemic communities 
  Communities of learning
Values Powerful lobbyists/groups
  Support by opinion leaders and government
  Government sees the issue as important, values this issue 
and action
DOI: 10.1371/journal.pmed.0020166.t003
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There is no shortage of great ideas 
presented to policymakers in which the 
evidence might be either insufﬁ  cient 
or overrepresented, often leading 
governments into decision-making with 
inadequate information [4,23].
Understanding knowledge 
utilization in policymaking requires 
an understanding of what drives 
policy. A variety of policy processes 
may be operating that inﬂ  uence the 
climate for accepting different types 
of evidence. As proposed by Weiss 
in the late 1970s [45], policy models 
inﬂ  uence where, when, and if evidence 
is used. A combination of the models 
presented in Box 2 best describes the 
policymaking process. 
Stage 3: Capacity for 
Implementation
Determining capacity to act on evidence 
is a neglected area of policy analysis and 
research efforts to date. This gap exists 
largely because capacity is a difﬁ  cult 
concept to deﬁ  ne and subsequently to 
assess or measure [46–49]. Capacity in 
the health sector refers to the ability 
to carry out stated objectives; it is the 
expertise and resources at individual, 
organizational, and system levels for 
the production and application of new 
knowledge to health problems [50,51]. 
At the individual and organizational 
levels, capacity is often visible as 
skills and competencies, leadership, 
partnerships, the development 
of appropriate workforce and 
organizational structures, and the ability 
to mobilize and allocate resources 
[52,53]. Key at a system level are 
processes, policies, politics, and people 
(see Table 3). A case study showing how 
capacity is required to implement an 
idea informed by evidence is shown in 
Box 3.
The literature on capacity and 
capacity building adds value to what is 
already known about mechanisms for 
optimizing conditions for integrating 
research with policy and practice. 
Capacity theory offers something 
practical and operational, and calls 
for capacity to “adopt, adapt, and act” 
on the evidence in informing policy 
issues, otherwise policy remains idle 
[33,34,51]. This literature offers a more 
concentrated focus on individual-,
 organization-, and system-level 
factors as key to adoption, adaptation, 
and action in both developing and 
implementing evidence-informed 
policy. Capacity thinking both asks and 
answers the question of what needs to 
be in place to support evidence uptake 
in policy and practice across a variety of 
settings.
Why This Framework?
The purpose of this framework is 
to describe the myriad of changing 
inﬂ  uences in achieving evidence-
informed policy and practice. The 
framework encourages research and 
planning in the area of how to “adopt, 
adapt, and act” on the evidence 
and in capacity for implementation 
as part of the evidence-informed 
policy development process. The 
visual presentation and descriptive 
mapping of the stages and features 
offers opportunity for deepening our 
understanding of the connectedness 
(or non-connectedness) between 
these factors. It also helps identify 
potential interventions. The framework 
emphasizes the policy context 
and its inﬂ  uence on each stage of 
interaction between research, other 
forms of evidence, and the policy 
process. Deﬁ  ning different types of 
evidence helps to both value and 
guide the sourcing of a broad range of 
information for policymaking. 
Conclusion 
Understanding how evidence informs 
policy and practice is critical in 
promoting effective and sustained 
public health action. The debate on 
evidence in public health has largely 
focussed on the linear use of research 
evidence in a programmatic rather 
than policy context. The starting point 
for navigating the use of evidence in 
policy and practice is understanding 
diffusion (how ideas spread throughout 
systems), how decisions are made, how 
policy is developed, and how capacity is 
required to effectively use evidence in 
this process.  
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